of Health introduced its strategy for mental health services in its Vision for Change document (DoHC, 2006) . The central tenet of this new model for care was to be a comprehensive, multi-disciplinary team approach, providing continuity of care, more effective co-ordination and greater emphasis on service user involvement, advocacy and personal responsibility for recovery. Lamont et al (2009) commented on this need to engage all stakeholders in the process of care, adding that anyone who is affected by the collective decisions of others should be recognised as a key stakeholder. This theory regarding all stakeholders being involved in the patients care becomes central to the notion of integrated care pathways (Hayward-Rowse & Whittle, 2006) .
The two relevant legislative frameworks under which the service operates, the Mental Health Act (2001) and the Criminal Law Insanity Act (2006) , also influenced the formation of this pathway. The service still operated single-discipline documentation which reflected single-disciplinary practice. Both the Mental Health Commission and the service recognised that the use of a single composite set of documentation would better reflect and induce patient-centred care where the notes belong to the patient (Mental Health Act, 2006) . Indeed, it has been considered that using integrated documentation can have the additional benefits of enhancing inter-professional collaboration and reducing professional isolation (Atwall & Caldwell, 2002) . It is recognised that modern health care has become more complex (Green, 2008) and that is nowhere more evident 2006). Research in this area has, however, been focused primarily on general health care. Their use in mental health and forensic mental health has been less widespread (Green, 2008) . To introduce such pathways successfully, a number of key foundations are identified in the literature as necessary to develop a quality care pathway. They include identification of local champions and strong leadership, the support of senior management, service user involvement and active multidisciplinary participation (De Bleser et al, 2006; Green, 2008) .
Likewise, the notion of introducing any model of care in a secure environment is considered fraught with challenges (Gralton et al, 2006) due to the complex nature of the needs and risks posed by this group of individuals, and the comparatively long periods of time spent as an inpatient (Badger et al, 1999) .
This project began in late 2007, following on from a comprehensive needs analysis of the characteristics of the target patient group (O'Neill et al, 2003) , and a restructuring of both the clinical team and the service into designated clusters of care; see Table 1 , below.
The development of care clusters enabled the service to identify the level of recovery and rehabilitation capacity for each patient within the service and triggered the process to develop a patient-focused care pathway. At the same time, Irish mental health services have been inundated with a variety of legislative and policy changes that have required us to update our clinical practice to contemporary standards. In 2006, the Department Following an extensive literature review and consultation with key stakeholders, there was agreement that the design of an ICP should help move clients through the treatment system and act as a guide to individual care planning. The care pathway should form all or part of the clinical record, and document clearly the care given. It was also acknowledged that variations from best practice and gaps in the care or unmet need would be identified and recorded in order to develop a culture of continuous quality improvement. More important, the care pathway should be recoveryfocused for the individual service user, based on their assessed need and risk, and include minimum standards that can be audited. A decision was made not to progress down pathways for syndromes at this particular juncture.
Ethical approval
Permission was provided by the senior management team. All involvement of patients in focus groups was conducted with due consideration of their mental capacity and ability to consent. All were at an appropriate stage of their treatment. All participants were given the opportunity to engage in or disengage from the process. Time was further allowed to discuss this before the focus groups, and in order to promote informed and uncoerced consent.
Cycle 1 -steering group
A multi-disciplinary steering group was established, which formed the consistent core of this project. The success of the project was, however, heavily dependent on the skills and involvement of a range of different staff who contributed extensively to this process.
The steering group initially looked at the pathway for patients accessing this service through the pre-admission and admission stages, and into the acute cluster stages. This entailed examination of the patients' journey in minute detail through each part of these stages. Following a number of consultation and educational workshops, a draft pre-admission protocol and admission document was developed and piloted on the male admission unit.
During the review of these early stages the following key areas were prioritised, and that needed further discussion and clarification. They included:
• developing and agreeing a shared understanding of standards of care that was holistic and supported recovery than in forensic mental health care, where professionals and patients navigate through the two systems of health and justice (Adshead & Sarkar, 2005) . The service had already spent a considerable degree of time and expense on assimilating a range of professionals and protocols to address clinical need, broader health care needs (Camberwell Assessment of Need Forensic (CANFOR); Thomas et al, 2003) and structured risk assessment and management strategies. These included the Threshold Assessment Grid, Dynamic Assessment of Situational Aggression, Historical Clinical Risk-20 and Suicide Risk Assessment Management Manual (Webster et al, 1997; Slade et al, 2000; Bouch & Marshall, 2003; Ogloff & Daffern, 2006; Thomas et al, 2003) . Concurrently these professional approaches had been complemented by the establishment of an active carers group, patients' forum and advocacy service. Thus many of the foundations identified in the literature review as necessary for the development of a quality care pathway (ICP) were in place. The challenge was then how to bring all these different stakeholders, practices and expectations into a co-ordinated and integrated journey of care that met best practice and the needs of the patient and society.
The project
This project was executed over five cycles commencing in late 2007. An initial steering group was set up to conduct a literature review to establish current best practice in relation to documentation and effective introduction of a pathway. An action research approach was adopted that acknowledged that the successful implementation of the ICP would require the involvement and ownership of all stakeholders.
Participatory action research is considered to be contingent on authentic participation which involves a continuing spiral of planning, acting (implementing plans), observing (and then re-planning and so around the spiral again) (Kalliola, 2009). The action research process usually involves working with groups collecting initial data in an area of interest, then reflecting on the information and planning changes. One of the central tenets of this type of research is the benefit of starting small and developing a small cycle of planning, acting, observing and reflecting. This can help to define issues, ideas and assumptions more clearly, so that those involved can define more powerful questions for themselves as their work progresses (Palmer, 2009) .
The documents were then piloted over a 12-month period by our colleagues working in the pre-admission and acute clusters, and we are indebted to their active involvement and feedback in this process.
The pre-admission assessment documents were agreed with minor changes. A report format was agreed using the Mental State Examination, the Threshold Assessment Grid (TAG), a triage instrument and a security rating grid. Standards were set by the team that ensured this information was kept up to date and provided to the admitting team before admission. Several issues were identified with the reception and admission document, including the demographic details. One of the main issues highlighted the difficulties of having the nursing and medical assessment within one book, thus inhibiting recording of joint assessments. This subjected the service user to repeating the same or similar information. Feedback from the service user focus group identified that their priority on admission was to feel safe and become orientated to their new surroundings. The process of independent admission practices by the medical and nursing team increased their stress levels, and indeed may well be considered as contradicting the current literature on risk management (Madden, 2007) .
The pilot project also highlighted some areas of unnecessary duplication of information, some areas of unmet needs and previously set standards that could not be achieved within existing resources. This entailed further discussion with heads of each discipline, and the development of the pathway by writing a time-task matrix for each milestone. This matrix has been espoused in the literature as being imperative to decide (Green, 2008) This early draft of the ICP incorporated development of three books, which would make up the beginning of the patient's pathway and set of integrated notes. Book 1 provided a framework for the pre-admission assessment for all service users before their admission, and included key clinical standards. Book 2 included the initial reception, medical and nursing needs, and risk assessment. Book 3 introduced a single document for all disciplines to record their ongoing contact with the service users.
Clinical assessment tools that had good reliability and validity were introduced by each profession. Protocols for assessment of risk of violence on admission and to assess the security level for each patient were also identified by the staff and in the literature search. They were subsequently built into this documentation.
Cycle 2 -pilot project
A pilot project was commenced to evaluate this initial work. The documents were widely circulated and a number of consultation workshops were conducted to assess face content validity. The documents were also assessed by the clinical director and director of nursing as an expert panel that was at least one step removed from the process. The steering group was also grateful that we had easy access to work carried out in this area by our international colleagues, particularly in Wales, Canada, England, Australia and Scotland. Concurrently the service had also joined the Royal College of Psychiatrist's Quality Network for Forensic Mental Health Services, which allowed us to benchmark our quality standards by international comparisons.
Nursing staff on the units were asked to keep a diary of issues or difficulties that they identified with the new documentation, and members of the steering group attended weekly ward rounds for discussion and feedback. Feedback in relation to the MDT singular documentation was very positive from all disciplines. Atwall and Caldwell (2002) contend that integrated documentation is a necessity for collaboration and ensures that care is co-ordinated. Feedback from ICP workshops in the service supported this argument, and professionals from across the disciplines noted a reduction in duplication of notes since the introduction of ICP.
Cycle 3 -structured professional judgement and risk Risk assessment and management are now considered crucial for determining the needs of the patient, and in order that optimum levels of care can be provided, reducing the potential for negative outcomes and allowing positive risk taking (Kennedy, 2000) . The culture of using structured professional judgement and semi-structured risk assessment tools was already established within the service. This previous work and training provided a framework for the steering group to agree the various assessments and time scales. A risk assessment book was compiled in Cycle 1, incorporating each of the assessments, but was withdrawn due to lack of completion.
Further consultation identified fragmented working practices in conducting risk assessments and equally an over-abundance of paperwork. Assessments were being completed, but not filed in this system, and agreement was reached on having individual risk assessments available for viewing by relevant personnel on the service's computer system. At this stage the ICP process began a parallel approach of electronic and paper systems, which will be referred to later.
This process of elimination did, however, lead clinicians to challenge traditional practices in which risk assessment was carried out without much user involvement. Use of the HCR-20 (Webster et al, 1997) and the structure that it provides is not only considered to help clinicians in relation to understanding risk, but has also proved therapeutically beneficial when discussed and shared with the patient (Webster et al, 2004) . From the service user perspective, it removes some of the mystery from the risk assessment process and provides greater awareness of risk issues before their tribunals and other decision-making forums.
Documenting the evidence for each item of the risk assessment in the ICP provides a focus for both the patient and the treating team, enabling discussion of particular risks. This ensures that those risks are addressed in the care plan. Identifying protective factors for various risk items with the service user ensures that service user strengths are not overlooked and are incorporated into the pathway by documenting in the service user's care plan. This provides the opportunity to identify discrepancies and gaps in information and, even where there is disagreement, it allows the possibility of discussing the same. This discussion can then inform the sequencing of programming for each area of care.
• ward round within seven days and weekly thereafter • structured risk assessment by first case conference • case conference within one month, or 14 days if fitness to plead timescale • discharge or transfer to medium cluster. Allocation of a named nurse and consultant are evidentially essential elements in the co-ordination of anyone's health care and a standard being set by the Health Service Executive and Mental Health Commission (DoHC, 2006; MHC, 2009 ). Likewise, the need for the patient to be seen by a consultant within 24 hours has been mandated by our mental health legislation, as is the need for the patient to have a copy of their legal rights and information on their care (MHC, 2009) . One of the additional benefits of the ICP process is the ability to configure such standards into our clinical practice. This is then reflected in our documentation, which in turn leads the clinician through each standard in a structured manner.
At the same time the clinician's professional judgement remains the central tenet for delivery of effective and high-quality health care. The pathway then acts as a template of care that is expected for patients within the service. Each clinician should evaluate and determine whether the defined intervention(s) is appropriate for the patient's individual needs. Such determinations should be made using validated, empirically grounded assessment tools or guidelines, and in conjunction with the patient. This process should be done systematically in order to allow for assessment, formulation and management of care.
The need for highly structured individualised programmes was borne out by the pilot project, the feedback workshops and the concurrent development of a structured therapy programme within the service. This information manifested itself in three distinct areas:
• structured professional judgement and risk • individual care plan • pillars of care. case conference process, and a very early process for capturing treatment outcomes. The case conference had been set clearly in a time frame by the teams, and had a clear structure. A continued weakness is the omission of the patient's views on why they have been admitted to the service. This requires further exploration, as indeed does the need for a dynamic and live care plan that reflects the daily and weekly lives of our patients between case conferences. A second draft has been developed for further discussion with key stakeholders.
Cycle 5 -pillars of care
Throughout this process and in discussion with all stakeholders it became increasingly obvious that the ICP could only be truly effective if a range of evidence-based treatments were available, and in a timescale that facilitated transition of patients through the service. On further consultation and with due consideration of our needs analysis, the notion of looking at developing key standards for key areas of care was discussed. It was considered essential that the care pathway provide transparency for staff, service users and carers, by clearly linking needs and risk assessment to particular evidence-based interventions.
One pragmatic manner of managing what had become a leviathan of therapies, treatments, and vocational and occupational activities was to develop a pathway across agreed 'pillars of care'. These pillars are outlined in Table 2 , below. After further consultation and a review of the literature on what works for each pillar, individual items were grouped together that addressed similar needs and/ or risks. This process initially focused on three main strands of: • illness, insight awareness and recovery • substance misuse • offending behaviour.
However, on further reflection, it was considered that the process should be extended to five pillars, to further address physical health care and psychosocial functioning. The title of 'offending behaviour' was also renamed 'harmful behaviour' to reflect those patients who have not come into contact with the criminal justice system.
A key cornerstone of the success of these pillars was agreeing a set of key clinical standards that could then be structured within an individual care plan. Draft 2 of the ICP has therefore been structured into these five pillars of care. Each pillar is intended to classify a series of common needs and/or risks and the requisite assessments The use of structured professional judgement tools has provided a clear focus for both the service user and the clinician in relation to risk management plans. The dynamic items in the risk assessments are ways in which progress can be measured and shared with the service user. Areas where change is difficult can be further examined to identify future interventions. Service users have generally viewed risk assessment in a negative way, and usually associated it with their continuing detention. However, linking the risk items from these assessments directly to the individual's care plan is now thought to provide transparency for the service user and clinicians alike. As such, it has become an integral part of the ICP.
Cycle 4 -individual care plan
The literature review identified clearly that any care pathway should form all or part of the clinical record and document clearly the care given (De Bleser et al, 2006; Green, 2008) . The importance of agreeing a set of minimum standards to ensure appropriate and timely interventions was identified (Kent & Chalmers, 2006) . It was also acknowledged that variations from best practice and gaps in care or unmet need should be identified and recorded in order to develop a culture of continuous quality improvement. More important, the care pathway should be recovery-focused for the individual service user, based on their assessed need and risk.
Through a series of multi-disciplinary workshops it was considered that this information could be best gathered by a single individual care plan. A care plan book was developed in Cycle 1 and piloted, but met with a poor response. Clinical standards had been formulated following feedback from service users' and carers' satisfaction surveys, and direct consultation with the residents' forum and the carers' group. Again, the quantity of paperwork became an issue, as did the reluctance of professionals to use a structured format in a ward round setting. The concept of primary nursing was still new during the pilot phase of this project, and there were significant MDT staff shortages in one of the teams in the acute cluster. Likewise the notion of patients being actively involved in their care planning remained an untested value for some clinicians. There were further concerns about the loss of the nursing process in an individual care plan.
An audit of the ICP took place in May 2009. Although the care plan was poorly completed, there was a highly structured and well-recorded In any event, the NFMHS has joined the growing ranks of organisations attempting to use an ICP approach to provide a framework in which to improve clinical outcomes, cost-effectiveness, patient involvement and clinical risk management. The next step is to continue this pathway across the remainder of the service.
Implications for practice
• To come Address for correspondence Pauline Hill National Forensic Mental Health Service Dublin Ireland pauline.gill@hse.ie david.timmons@hse.ie and interventions that should be considered to address these needs/risks. It is not anticipated that all these pillars will be addressed concurrently or at one single point in time. These pillars map a pathway of care that should be addressed before the patient is discharged. These pillars become central to the tenet of recovery within our service, where strengths are more commonly identified than deficits and where a more holistic delivery of care is available to the patient.
Conclusion
The development of an ICP within the National Forensic Mental Health Service has afforded us the opportunity to examine many aspects of the care delivered in the service. It has provided a shared understanding between clinicians, service users and carers of the key standards that are necessary to implement a quality care pathway. It has certainly not been a stagnant process, and the initial documentation often bears no resemblance to the current process. In turn, we expect that it will continue to change, as the path travelled is as important as the outcome, and the ICP becomes a dynamic part of the organisation.
The development of the pillars of care developed from this review, and has identified the advantages of using action research principles in seeking to introduce significant change in service delivery. Likewise, the involvement of so many people within the action research process itself has helped unlock a number of traditional practices, highlighting that knowledge is derived from practice, and practice is informed by knowledge, in an ongoing cyclical process.
For service users, explicitly linking various items in the risk and need assessment tools to the individual's care provided a clear link between risk and care planning. This enabled the service user to identify their needs, strengths and risks, and provided clarity and hope in working towards their recovery. Inevitably, not all service users, carers or indeed clinicians were directly consulted, and there is room for improvement as the process is developed further. 
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